The pleiotropic effects of statins, especially the anti-inflammatory and immunomodulatory ones, indicate that their therapeutic potential might extend beyond cholesterol lowering and cardiovascular disease to other inflammatory disorders such as rheumatoid arthritis. Therefore, we undertook a prospective cohort study to evaluate the efficacy and safety of simvastatin used for inflammation control in patients with rheumatoid arthritis. One hundred patients with active rheumatoid arthritis divided into two equal groups (the study one who received 20 mg/day of simvastatin in addition to prior DMARDs and the control one) were followed up over six months during three study visits. The results of the study support the fact that simvastatin at a dose of 20 mg/day has a low anti-inflammatory effect in patients with rheumatoid arthritis with a good safety profile.
Introduction
Since their discovery in 1976, 3-hydroxy-3methylglutaryl-coenzyme A reductase inhibitors (or statins) have emerged as the leading therapeutic regimen for treating hypercholesterolemia modifying, an important cardiovascular risk factor with subsequent reduction of cardiovascular morbidity and mortality [1] . Numerous clinical studies have demonstrated the efficiency of statins in this context, in both primary [2] [3] [4] and secondary prevention strategies [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] . In parallel, it has become increasingly apparent that the beneficial effects of statins in cardiovascular pathology cannot be ascribed solely to their lipid-lowering properties, but also to another mode of action. These so-called "pleiotropic effects" which encompass modification of endothelial function, plaque stability and thrombus formation, and anti-inflammatory and immunomodulatory properties indicate that the therapeutic potential of statins might extend beyond cholesterol lowering and cardiovascular disease to other inflammatory disorders Figure 1 : Study profile; * modification of DMARDs. [29] which develops due to a complex interaction between traditional risk factors (dyslipidaemia, diabetes mellitus, hypertension, smoking, sedentary lifestyle, and obesity) and those related to the inflammatory disease [30, 31] . Despite advances in the treatment of rheumatoid arthritis, its mortality does not appear to have significantly changed over the last few decades, highlighting the need for closer attention to prevention and treatment of cardiovascular events in these patients [32] . Thus, optimal treatment of rheumatoid arthritis should reasonably deal with vascular risk modification in addition to the well-recognized objectives of treatment, namely, to suppress inflammation, improve function, prevent articular damage, and modify psychosocial implications of the disease [33] . The already known cardiovascular protective effect together with the new emerged antiinflammatory one may render statins an attractive adjunct therapy in rheumatoid arthritis. Up to date, few clinical studies support this statement [34] [35] [36] [37] [38] [39] ; nevertheless, further clinical trials are required to verify whether more widespread use of statins should be recommended in patients with rheumatoid arthritis. Therefore, we undertook a cohort prospective study which had as primary objectives the reduction in disease activity (measured by the proportion of patients meeting EULAR response criteria and the change in the DAS28 ESR scale, a validated composite disease activity score that incorporates erythrocyte sedimentation rate, patient global assessment of disease activity, visual analogue scale for pain, and tender and swollen joint count based on the evaluation of 28 joints) and the evaluation of the frequency and severity of adverse events; among the secondary outcome measures there were change in composite indices of disease activity assessment (DAS28 CRP, SDAI, and CDAI), change in clinical variables of disease activity (duration of morning stiffness, tender joint count, swollen joint count, HAQ-DI, measure of pain using a visual analogue scale, and patient and evaluator global assessments of disease activity), change in acute phase reactants (C-reactive protein and erythrocyte sedimentation rate), change in rheumatoid factor and anticyclic citrullinated peptide antibodies levels, and change in lipid profile and incidence of cardiovascular events.
Material and Methods
The clinical study was performed in Rheumatology Depart- (Figure 1 ). After giving the informed consent, we recruited 100 patients with ages between 18 and 80 years, meeting the 1987 American College of Rheumatology criteria, with active inflammatory disease (defined by disease activity score-DAS28-greater than 2.4) despite ongoing DMARD therapy, in adequate doses for at least 3 months for hydroxychloroquine, or 4 weeks for methotrexate, sulfasalazine, leflunomide, or etanercept. The exclusion criteria were diabetes, familial hypercholesterolaemia, use of oral prednisolone >10 mg/day (or doses ≤ 10 mg that were not stable for 4 weeks prior to screening visit), intra-articular cortisone injections within 4 weeks of study entry, statin therapy in the last 3 months prior to the study or with previous adverse reaction to statins, active or recent infection, myositis or elevation in creatine phosphokinase more than twice the upper limit of normal range, liver disease or abnormal liver function (transaminases > 2 times the upper limit of normal range), alcohol abuse, high serum creatinine level, chronic disorders other than rheumatoid arthritis affecting the joints, pregnancy or breastfeeding, and inclusion in other studies with investigational products. During the study, patients remained on all DMARDs in constant doses, nonsteroidal anti-inflammatory drugs, drugs for comorbid conditions, and oral prednisolone (in doses ≤ 10 mg/day) from study entry.
The 100 patients included in the study were divided into two equal groups (one group received simvastatin 20 mg/day in addition to prior DMARD therapy and the other, the control group, remained on the same DMARD therapy from the study entry) taking into account the indications of statin therapy [40] . The patients were followed for 6 months, during 3 study visits (at the inclusion, at 3 months, and at 6 months). At each visit, we performed anamnesis with visual analog pain scale, health assessment questionnaire disability index, patient's global assessment of disease activity, physical exam (measuring vital signs and clinical variables of disease activity), and evaluator global assessments of disease activity; we harvested blood samples for laboratory tests (hemogram, C-reactive protein, erythrocyte sedimentation rate, transaminases, creatine phosphokinase, and, only at inclusion and a 6-month visit: lipid profile, rheumatoid factor, anticyclic citrullinated peptide antibodies, and serum creatinine levels) and we calculated disease activity indices, SDAI, CDAI, and DAS28 (using ESR and CRP). During the study and in the statin group, there were 5 dropouts (two in the first 3 months and three in the last 3 months of study), and 95 patients completed the 6-month visit, and in the control group, there were 7 dropouts (one in the first 3 months and six in the last 3 months of study), and 93 completed the 6-month visit ( Figure 1 ). All data were processed statistically with the aid of SPSS v.17.0. The data were analyzed by the intention-to-treat approach. Patients who did not complete 6 months of study were categorised as nonresponders. For change in laboratory variables, we accounted for dropouts by carrying their baseline value forward to 6 months, no change was assumed.
Results and Discussions
Baseline characteristics of the study groups are shown in Table 1 . There were no significant differences between the simvastatin and control groups except for: the lipid levels, proportion of hypertensive patients, proportion of patients with known cardiovascular disease, and the proportion of overweight patients (that were significantly higher in the simvastatin group as expected from the study design). The final results remained significant after the adjustment for these variables. Note that there were no significant differences between the two groups regarding the DMARDs use, thus removing an important element of confusion. Regarding EULAR response criteria, after 3 months of study, moderate or good DAS28 responses were achieved in 16 of 50 (32%) patients allocated simvastatin compared with 7 of 50 (14%) patients in the control group (OR 2.89; 95% CI 1.06-7.82; = 0.03). At the end of the study, there was no significant difference between the number of patients who achieved EULAR response criteria in the statin group-15 (30%), and those from the control group-11 (22%) (OR 1.51; 95% CI 0.61-3.74; = 0.362). There were no significant differences between the two groups regarding the number of patients who completed the study (90% in the statin group versus 86% in the control one ( = 0.558)).
After 3 months of treatment, in the statin group, there was a significant improvement in DAS28 CRP (difference between groups = −0.574; 95% CI = −1. visual analogue scale for pain, patient global assessment of disease activity, and erythrocyte sedimentation rate) tended to decrease more in the simvastatin group compared to the control one, without reaching statistical significance. After 6 months of treatment there was no significant difference between the disease activity variables in the two groups, except for evaluator global assessment of disease activity (difference between groups = −9.54; 95% CI = −15.913, −3.184; = 0.007). The decrease of early morning stiffness, tender joint count, swollen joint count, HAQ-DI, VAS pain, DAS28 CRP, SDAI, and CDAI was more pronounced in the simvastatin group, and the levels of CRP and ESR increased less compared to those in the control group.
These results show that a small daily dose of simvastatin has some beneficial effects on clinical and biological parameters of disease activity in patients with active forms of rheumatoid arthritis despite DMARDs therapy, but without statistical significance. The anti-inflammatory effect of simvastatin was inferior to that of atorvastatin in TARA study [38] , but we have to take into account the difference between the pharmacokinetic properties of these two statins (despite the fact that simvastatin is more lipophilic than atorvastatin, its oral absorption is inferior and has a grater variance when compared to that of atorvastatin-42.5% ±42.5 versus 57.5% ±17.5-and more importantly, the plasma half time of simvastatin is only 1.9 hr, whereas the plasma halftime of atorvastatin is 14 hr) and the lower dose used (20 mg of simvastatin versus 40 mg of atorvastatin). Another difference can emerge from the fact that in TARA study in the atorvastatin group, a significant higher number of patients were on methotrexate compared to the placebo lot ( < 0.07).
The evolution of lipid profiles after 6 months of study is presented in Figure 2 . Total cholesterol and LDL-cholesterol were significantly reduced in simvastatin group compared to control group (total cholesterol − mean difference between groups = 31.77 mg/dL; 95% CI = 19.311, 44.243; < 0.001; LDL-cholesterol − mean difference between groups = 32.54 mg/dL; 95% CI = 21.109, 43.972; < 0.001). Regarding HDL cholesterol and triglycerides, there were no significant differences between the two groups. These results are inferior to the ones obtained in other clinical trials with simvastatin in patients without rheumatoid arthritis. For example, in 4S Study [11] a daily dose of 20 mg simvastatin (Zocor, Merck Sharp & Dohme) for 6 weeks significanty ( < 0.0001) decreased the level of total cholesterol (by 28%) and LDL cholesterol (by 38%) and increased the level of HDL cholesterol (by 8%). So we can conclude that statins maintain their hypocholesterolemic effect in context of high-grade inflammatory state like that present in rheumatoid arthritis, but their efficacy may be reduced when compared with that in other patients; so, there may be need for increased dose of statins for the treatment of hypercholesterolaemia in patients with rheumatoid arthritis.
During the study, simvastatin was well tolerated. Study dropouts were due to protocol violation, namely, the necessity of DMARDs modification and not because of simvastatin use. Adverse events were mild and arose with similar frequency in both groups (Table 3 ). In particular, no significant liver function or muscle abnormality was detected in those given simvastatin. Also, during the study there were no significant cardiovascular events.
Conclusions
Simvastatin at a dose of 20 mg/day has small anti-inflammatory effects in patients with rheumatoid arthritis. These effects do not have the magnitude to justify neither the use of statins instead of DMARDs therapy nor their routine use in all patients with rheumatoid arthritis. But thanks to good safety profile, easy administration, and the existence of a broad experience regarding their use in clinical practice, statins are particularly attractive therapeutic agents, so that even a modest efficacy in the treatment of rheumatoid arthritis in association with the reduction of cardiovascular risk can lead to a beneficial therapeutic ratio. This can make statins become particularly useful as adjuvant therapy associated with other conventional therapeutic methods used in rheumatoid arthritis, especially in patients with dyslipidaemia, where they should be the first choice of treatment.
